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This report is the result of an unannounced
Abbreviated Standard Survey cenducted onsite at
Alaska Gardens Heaith and Rehab on 10/16 &
10/17/2013. The sample included 7 residenis out
of 2 census of 103. The sample included 3

. current residents and the records of 4 former

: residents,

The following are complaints investigated as part
of this survey:

)

PREPARATION AND/OR EXECUTION OF THIS PLAR

49885128 OF CORRECTION DOES NOT CONSTIT
0882530 PROVIDER'S ADMISSION OF OR AGREEMENT Wil
49885126 | THE FACTS ALLEGED OR CONCLUSIONS SET FORTH
oaaoen IN THE STATEMENT OF DEFICIENCIES. THE PLAN OF
e aaaa70 CORRECTION IS PREPARED AND/OR EXECUTED
SOLELY BECAUSE IT IS REQUIRED BY THE PROVI.

SIONS OF FEDERAL
: The survey was conducted by: AND STATE LAW.

I < /5N

The surveyor is from:

- Department of Social and Health Services

© Aging and Long-Term Support Administration
Division of Residential Care Services

District 3, Unit B

PO Box 45819, MS: N27-24

Olympia, WA 98504-5819

Telephone: {253) 983-3800
Fax: (253)589-7240

Obeogneume_10[22]1
Residefitial Care Services Date

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X8} DATE

A D 10120/ 12

Any deficiency staterfient ending with an asterisk (*) denotes a deficiency which the institution may be excused from comrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclogable 90 days
following the date of survey whether or not a plan of correction is provided. For hursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the faciiity. If deficlencles are cited, an approved plan of correction is reguisite to continued
program participation.
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483. iy SE F :
accomplish he
55=D | PERSONS/PER CARE PLAN accomplished for i
identified residents? 3
The services provided or arranged by the facility Resident #1 no longer resides
must be provided by qualified persons in in the facility. '
accordance with each resident’s written plan of Resident #2°s care directive
care. have reviewed to validate that
they are current.
- This REQUIREMENT is not met as evidenced
Dy
.Base.d on observations.,, record rev_igw, and 2. How you will identify other
interview it was determined the facility failed fo residents with th tential
consistently follow the care plan for the use of an . te poleniia :
assistive device and/or the number of staff of being affected by the same .
recommended for bed mobility for 2 of 5 residents practice? :
{current Resident #2 and former Resident #1) Residents who reside in the
reviewed for falls andfor potentiai abuse/.neglect. facility have the potential to
Failure to follow the care plan placed Resident #1 be affected.
and #2 af risk for injury.
Findings include: 3. Address what measures will
1. Closed record review revealed Resident #1 fle 4 u.t mp lace.to en.sure
admitted to the facility with multiple medical eficient practice will not
diagnoses including - " recur.
I Rccord review revealed the Staff has been re-educated to
resident was on I 2 e dated follow care directives. |
L JK3
Review of the resident's care directives Care dir ectives have been
(instructions for caregivers) dated 9/12/13 audited to validate that _
revealed the resident required two staff for interventions and devices are
movement ?n beq. The resident was bed bo_und, current and appropriate.
had a specialty air mattress for pressure relief
and the bed was positioned against the wall on . .
the left side. Staff I has had re-education
' and disciplinary action.
| Review of a facility investigation dated 9/24/13
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revealed on that date, Resident #1 was receiving
I -= < from Staff H (licensed nurse). Staff F
{certified nursing assistant) was in the room {o
assist with positioning of the resident. Review of a
witness statement from Staff H revealed she left
the room to obtain additional supplies; while Staff
H was out of the room, Staff F turned the resident

1o her side to change her at which time the

resident rolled from the bed onto the flcor. The
resident sustained a 2.0 by 2.0 centimeter (cm)
abrasicn on her G

During interview on 10/17/13 at approximately
9:30 a.m., administrative Staff B clarified that
Resident #1 was on her back when the nurse left

 the room; Staff F turned the resident away from
* her, towards the wall, without assistance from a

second staff as required by the resident's care
directive.

2. Record review revealed Resident #2 admitted
with multiple diagnoses including history of a
I Review of care directives revised and
dated 9/11/13 revealed fall prevention
interventions included a low bed, merry walker
(seated device with wheels and a frame o hold
onto white walking), sensor alarm on the bed and
non-skid strips on the floor next to bed.

Review of a facility investigation dated 10/3/13 at
3:50 a.m. revealed Resident #2 was attempting to
get out of bed several times; Staff G (certified
nursing assistant) placed the resident in a wheel
chair and tock her out of her room to the nurses’
station for closer supervision. The resident fell

from the wheel chair onto the floor and sustained |

abrasions to her forehead, nose and right leg (4
by 3cm, 4 by 1 cm and 5 by 1 om respectively).
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4. How will the plan be
monitored to ensure the
solutions are sustained?

DNS will complete random
audits of resident care to
validate that care directives

are being followed, weekly
times one month and monthly -
fimes two. :
Finds will be brought to cQt
for review and evaluation.

5. Person responsible to
validate compliance
ED is responsible for
compliance.

Compliance date November !
2,2013
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follow the resident's care directives which

1/23/13) and not a standard wheel chair.

a.m. revealed the resident was properly

Facility investigation determined Staff G did not

directed staff io use a merry walker {implemented

Observations of Resident #2 on 10/16/13 at 11:55
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10/4/13.

. positioned in a tilt in space {TI3)} wheel chair.
Attempted interview with the resident revealed

' she was not able to recali falling and not able to
comment about her care.

Buring interview at 12:15 p.m., Staff C (licensed
nurse) and Staff D (certified nursing assistant)
were aware of the change in care directives
related to use of the TIS wheel chair. The change
occurred as a result of a physical therapy
evaluation initiated on 9/36/13 for an appropriate
and safe seating sysiem for Resident #2. The
chair was available for use from therapy on
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